To explore breast health awareness and the early diagnosis and detection methods of breast cancer from the perspective of women and primary health care providers in the Jizan region of the Kingdom of Saudi Arabia.
significantly impacts on women's health worldwide, and incidence rates in Arab women, including Saudi women, increase (Donnelly et al. 2013) . Improved life expectancy, increased urbanisation, the adoption of Western lifestyles, and delayed and reduced fertility have contributed to this increase (Anderson et al. 2008 , Al-Daihan & Shafi 2012 . One major factor influencing Saudi BC incidence is the large proportion of younger women presenting with BC, many of whom present at an advanced stage due to absence of national BC education and screening programme (Najjar & Easson 2010 , Rudat et al. 2012a , Al-Basrei 2014 . Currently, 50% of the Saudi population is aged less than 20 years and, because the number of BC cases has doubled in the past 10 years, a dramatic increase in both BC incidence (35%) (Ibrahim et al. 2008 ). BC at a young age is a critical health issue in the KSA, and has a negative impact on patients' prognoses (Elkum et al. 2007 ). These women have a poor prognosis, and thus a poor survival rate (Elkum et al. 2007 , Rudat et al. 2012b . Their poor health is attributed to the absence of national BC education and screening programmes in the KSA (Donnelly et al. 2013) . The absence of breast health programmes is apparent in many Middle Eastern countries. In addition, much of the Saudi population lives in remote regions with underdeveloped infrastructure and health facilities, and lack health information sources. A deficiency in service provision, coupled with a conservative culture, may be associated with the increased rate of advanced stages of BC in Saudi Arabia (Al-Diab et al. 2013 ).
Saudi society is largely conservative (AL-Munajjed 1997) . One feature that influences profoundly, every aspect of public and social life in KSA is the segregation of the sexes physically, socially and psychologically. This segregation does not permit women to mix with unrelated men in Saudi Arabia (AL- Saggaf & Williamson 2004) . In some Muslim cultures, in countries such as KSA, it is men who largely control women's mobility, health options and decisions. For example, husbands play an essential role in giving permission and women are not permitted to drive and have to rely on male relatives for transportation to health care facilities. This role is related to Saudi cultural and traditional roles, customs and regulations within Saudi societies, rather than to true and pure Islamic roles, which are more flexible than cultural roles (Al-Amoudi & Abduljabar 2012). For example, under Islamic regulations, women can leave their houses on their own to attend a health-related appointment. However, the culture within KSA does not permit this, and women must be accompanied by a male relative (Al-Amoudi & Abduljabar 2012). However, these cultural and traditional roles and regulations may different from region to region, tribe to tribe and family to family within KSA. This study takes place in a more conservative region (Jizan) of KSA.
Culture-specific barriers, such as modesty, privacy and religion, cause many women to feel embarrassment and discomfort when being examined by male HCPs, or when there is a need to expose their bodies or breasts (Salman 2012 , Banning 2011 , Kawar 2009 ). Lack of knowledge and emotional reactions, such as embarrassment or fear regarding BC and its early detection, have led to BC becoming a taboo subject in Saudi society, and people find it difficult to discuss (Abdel Hadi 2006 , Alam 2006 . BC survival rates are approximately 60% in middle-income countries and below 40% in many low-income countries, including the KSA (Coleman et al. 2008) . Early detection is therefore imperative to improve BC outcomes and survival remains the cornerstone of BC control (Anderson et al. 2008 , Rizwan & Saadullah 2009 ). BC prevention programmes seek to increase breast health awareness by promoting education regarding breast self-checks (breast self-examinations), healthy lifestyles, and regular medical check-ups (Al-Amri 2005, Saadat 2008). Such education helps women to stay healthy by detecting the early warning signs of disease and illness, thereby reducing the incidence of late stage tumours and thus BC mortality and morbidity (Anderson et al. 2008) . Together with national screening programmes and examinations, health care education that focuses on adopting a healthy lifestyle, adhering to BC screening (BCS), and symptom control and rehabilitation are said to be effective (Benson & Jatoi 2012 , Saadat 2008 , Al-Amri 2005 , Cauley et al. 2001 . However, such interventions are not commonly used in KSA, and no standardised information regarding breast self-examination (BSE) or a national screening programme involving clinical breast examination (BCE) and mammography is offered. Strategies to promote breast cancer screening (BCS) practices should pay particular attention to underserved groups, and they should be part of a more comprehensive policy that ensures the applicability of, and accessibility to, regular health care for women who live in remote regions of KSA, for whom there is a dearth of information in the literature relating to BCS practices (Siahpush & Singh 2002) .
Jizan is considered to be a remote region with less infrastructure and health facilities, as well as having a conservative culture. It is the poorest area in KSA, with 34% of families living in poverty (Dohman 2012) . Health services in Jizan consist of 17 hospitals (Saudi Health Statistic Year Book 2011) and 173 primary health centres (number identified with Health Office in Jizan). According to the referral health system in KSA, on presentation, GPs usually refer BC cases to the peripheral hospital for medical investigations and consultation, then to the central hospital within the Jizan region for further medical investigations and consultation. Finally, the central hospital usually transfers patients to the cancer centre in Riyadh, which is 1,245 km away. This long referral process may result in the deteriorating health, or even the death of patients, before they reach a cancer centre and access appropriate health services (Abdelhadi 2008).
The first cancer case registered in the Saudi Cancer Registry (SCR) was in 1994. The SCR reported cases through five regional offices in cancer centres: Riyadh, the Eastern region, Makkah Al Mukarramah, Al-Qassim and Al Madina Al Munawara (Al Sayed et al. 2010) . Therefore, Jizan as other remote regions in KSA are not captured. ALghamdi et al. (2013) reviewed female BC records (n=6922) in the SCR from 2001 to 2008, and found that the prevalence of BC incidence increased among Saudi women. While remote regions such as Jizan and Baha have less BC incidence in comparison with central regions in the KSA such as Riyadh and the Eastern region. This is very likely an underestimation of cancer incidence, as this work does not take into account the lack of cancer centres and cancer services in the most remote regions of the KSA, such as Jizan and Baha (Al-Diab et al. 2013 , Alzahrani et al. 2003 .Therefore, there is no database available for cancer patients in Jizan that accurately records the incidence of BC. ALghamdi has collected data on incidence, but this does not represent the true figure because it did not look at remote regions, so the incidence will be higher than that reported. Many people in remote regions such as Jizan do not survive long enough to every attend the cancer centres, only reaching cancer centres is captured thus compounding the underestimationThe findings from this study will provide evidence and inform policy regarding Saudi women and health care providers' experiences either living in KSA or outside KSA as well as about Arab women and health care providers' experiences across the world in societies where such topics are taboo and BC education and screening programs are not in existence.
Background
Research has shown that the average age at presentation of BC in Arab countries, such as the Kingdom of Saudi Arabia (KSA), is almost 10 years younger than it is in the US and European countries (Najjar & Easson 2010). The Saudi cancer registry (SCR) reports that BC constitutes 26% of all cancer cases in women in the KSA, and that the highest rate is in the 3044-year age group (SCR 2007) . Compared with Western countries, BC usually presents at advanced stages in the KSA and occurs more frequently in young, pre-menopausal women (Chiedozi et al. 2003) . There is a difference between BC cases in the KSA and in the US in terms of age, type of BC tumour and mortality rates. The mean age of BC cases in the KSA is 46 years, while invasive BC accounts for 78.2% of all morphological breast cancer variants. By contrast, in the US, the mean age of BC cases is 63 years, while BC in situ is the most common type of BC among cases; around 62.2% of BC cases present with localised disease. Most patients who die as a result of BC in the US are currently aged ≥65 years and present with other health problems, such as hypertension and mild dementia. In contrast, Saudi patients who die as a result of BC in the KSA are currently younger and present in the advanced stage of the disease without other health problems (Muss 2010 , Cancer Facts and Figures 2011 , Rudat et al 2012a , Al-Basrei 2014 .
Saudi patients currently face a significant mortality risk from BC due delayed diagnosis often occurring in the advanced stages of the disease (Azaiza & Cohen 2006 ). There is a high incidence of advanced BC in KSA, particularly in young women, due to poor awareness, social customs, a conservative culture and reduced importance being placed on breast health awareness by health care providers (HCPs) (Elkum et al. 2007 ).
Very little work has been done to investigate the level of knowledge among physicians in primary health care centres (PHCCs), as well as their experience with women in the context of BC and early detection methods. Their level of awareness appears low (Alaboud & Kurashi 2006 , Al-Amoudi & Abduljabbar 2012 , Yousuf et al. 2012 , Latif, 2014 . Lack of knowledge and interest among health care providers (HCPs) regarding BC in the KSA is a critical health issue because lack of knowledge may impact on the wellbeing of women. In addition, a lack of training about BC early detection methods and communication skills limits the establishment of trusting relationships between women and HCPs in clinical settings to provide BC examination and education. Cultural and social circumstances are also likely to hinder staff from performing BCS at their clinics (Yosuf et al. 2012 , Saeedi et al. 2014 ). Furthermore, some physicians do not consider the provision of health education part of their job role (Al-Amoudi & Abduljabbar 2012) even though they may provide breast health education and perform BCS when working outside of the KSA. This stereotyping of Saudi women may lead them to believe that all Saudi women are conservative and do not allow HCPs to examine their breasts in the absence of clinical symptoms, or that all women will be nervous, afraid or embarrassed if HCPs, especially males, conduct breast health education or examinations (Al-Amoudi & Abduljabbar 2012Furthermore, it is suggested some women are afraid that abnormalities may be found and are happy not to be investigated (Alaboud & Kurashi 2006 , Alrudainni & Selim 2010 .
There is a need to understand women's experiences and perspectives regarding BC, and early detection methods, in order to enable the development of national BC programmes in the KSA. This study will provide evidence concerning women and HCPs' experiences, barriers and needs in the context of breast health education and early BC detection methods in a society where such topics are avoided.
Theoretical framework
Symbolic interactionism (SI) is a theoretical perspective and studies how individuals interpret objects and other people in their lives, and how this process of interpretation leads to behaviour in specific situations (Benzies & Allen 2001). SI will permit the researcher to assess the interaction between the HCPs and patients and the creation and attachment of meaning to specific phenomenon by individuals. Thus, symbolic interactionism allows the researcher to understand the effect of this meaning on participant's reaction towards breast health and their behaviour in relation to it (Blummer 1969) . The researcher aims to explore the experience of women and healthcare professionals as well their perceptions and understanding of breast health awareness and how they act toward early BC diagnosis and detection methods in KSA. Blummer (1969.92) identifies three premises of symbolic interactionism which are applied to this study, this is presented diagrammatically in (Figure 2 ).
Reflexivity
In order to achieve reflexivity the researchers have to acknowledge that they are part of interpreting and producing the data and reflect on these processes in detail (Bulpitt & Martin 2010 , Green & Thorogood 2013 . Thus, the researchers should be transparent in how they interpret the data and how this interpretation of findings might have been influenced by their past experiences (Bulpitt & Martin, 2010 , Sargeant 2012 , Creswell 2013 . The researcher is the data collection instrument in qualitative research thus cannot be detached from the process of research. The researcher is likely to be subjective since data is a social interaction product. That said, the subjective nature of qualitative studies is an opportunity not a shortcoming (Tracy 2012). Those who involve themselves actively with participants have high chance of yielding the richest data (Schultze & Avital, 2011).The researcher has to be aware of their engagement in developing meaning throughout the study via interpretation and production of the results and demonstrte reflexivity, (Roberts & Priest 2010). The researcher is part of the Saudi community and shares the participants' culture and Arabic native tongue. Conducting the interviews in native tongue and being from a similar community and knowledgeable about the culture is likely to enhance the researchers credibity (Squires 2008). Within Saudi Culture it is common practice for females to be escorted. The researcher's male relative who will be escorting will not attend any interviews. While conducting and recording the interviews the researcher will observe non-verbal communication of the participants and take field notes. The supervisors will play a vital role in considering reflexitivity.
The researcher will liaise with the supervisors via skype during field work when the researcher is a long distance away from the supervisors.
THE STUDY
Aims  Explore Saudi Arabian women's experiences of breast health awareness and early diagnosis of breast cancer, and early detection methods such as breast self-examination, clinical breast examination and mammograms.
 Explore general practitioners' and nurses' perspectives in primary health care centres in KSA regarding breast health education and early breast cancer detection methods.
 Explore health care professionals' experiences of BC prevention techniques and the challenges of providing breast health education in KSA.
Design
Explorative, qualitative study
Sample/Participants
Purposive sampling will be used to recruit participants in the study in Stages 1 and 2 (HCPs and women) who are the primary point of contact for women whenever they first detect breast problem. Nurses and general practitioners (Stage 1) will be eligible to participate if they have regular contact with women, and have at least one year's experience at PHCCs in Jizan and are Arabic speakers (Table 1) . Women in Stage 2 will be eligible to participate if they are Saudi women, have not had cancer, are Arabic speakers, and are ≥ 18 years of age (Table 2) . Data collection will include approximately 12 interviews with health care professionals and 12 interviews with women; however data collection will continue until the point of data saturation (Gerrish & Lacey 2010).
Setting
Eight potential PHCCs will be purposively selected by the researcher from all primary care centres in the Jizan region to ensure the representation of both urban and rural regions. The researcher collaborated closely with the Ministry of Health office in the Jizan region of KSA. A list of all GP practices (n=173) within the Jizan region will be generated and using local knowledge to select areas not situated within conflict zones, 20 centres will be randomly selected. Data collection will consist of two concurrent stages; Stage one will involve face-to-face semi-structured interviews with 12 nurses and GPS who are currently working PHCCs in Jizan. Stage two will involve face-to-face semi-structured interviews with 12 women who attended the associated PHCCs.
Procedure
The office of the Ministry of Health will liaise with the relevant health care managers in each PHCC taking part in the study. Health care managers in each PHCC will be requested to identify potential staff participants (GPs and nurses), and women who meet the eligibility criteria. The health care manager will provide potential participants with user-friendly information sheets and consent forms that will allow them to decide whether to participate in the study. If participants are willing to take part in the interview, they are requested to complete a consent and contact form, and return it to their primary health care centre. Alternatively, they can contact the researcher directly using the phone number included on the participants' information sheet. The researcher will then arrange a suitable time and venue to conduct the interview. (Figure 1 ).
Data collection
An individual interview guide that reflects the aims of the study has been developed from a review of the literature. The importance of using the right types of interview questions has been highlighted in the literature (Mishler 1986 , Reisman 1993 . All interviews will be digitally recorded and transcribed verbatim by the researcher. All interviews will be conducted in Arabic and transcribed into English by the researcher, who is bilingual in Arabic and English. A random sample of ¼ of these translated transcripts (women, GPs and nurses) will be validated by a third party, who is also bilingual in Arabic and English, to confirm the transcriptions independently.
Data analysis
In relation to Symbolic interactionism, the researcher will provide in-depth exploration and understanding about participants' perspectives and experiences of breast health awareness,breast health education and examination service provision in Jizan region of KSA. In order to do this direct quotations from participants will be used. Subjectivity is important in allowing the researcher to be transparent and explicit in all aspects of the research process. Additionally, the researcher will offer interpretations of the data. Through the application of symbolic interactionism, the researcher is in a position to explore these in conjunction with meaning attachment to occurrences such as breast health awareness, early diagnosis of BC and its early detection methods and to how meaning and interactions create the culture in which it exists (Blummer 1969) . Namely, a Symbolic interactionism approach aims to gain insight of how meaning of the phenomena under study is created and modified by participants through their social actions, reactions and interactions.
The data from the recorded interviews will be transcribed verbatim and translated into English by the researcher, and the transcriptions will then be studied to identify common themes in the data. The dataset will be analysed via inductive thematic analysis (Braun & Clark 2006) . This will involve the identification of categories and themes in the data; that is, patterns involving views, meanings, and feelings discussed by the interviewees, and organised in a way that allows for the interpretation of meaning in the text. Thematic analysis allows the themes to 'emerge' from the data; thus, the themes are not predetermined A coding framework will be developed iteratively by the research team by reading, coding and discussing the texts The level of agreement among the researchers regarding the coding of categories and potential themes will be assessed and discussed after the analysis of each transcript, ensuring that the category allocated to a section of the data was fitting. These findings will also be verified by a supervisory team as a means of validating the accuracy of the interpretations to explore the degree of inter-rater reliability, and to improve the rigour of this qualitative study (Mays & Pope 1995 , Power 2001 .
Ethical considerations
This study has been approved by the School of Nursing and Midwifery Ethics' committee, and the Ministry of Health Office in KSA. The protocol was independently peer reviewed a number of times including specific review for ethics and review funders as part of the funding process. To ensure the safety of the researcher in Jizan, and in accordance with the KSA's culture, a family member will accompany the researcher to all interview locations and wait outside the interview location during the interview process. The family member will sign a non-discloser form to ensure the confidentiality of participants. The crucial process of obtaining informed consent from the participants consists of three components: the potential participants must fully understand what is required from them, including the risks and benefits and provided with an information sheet detailing the purpose of the study, who is conducting it, the advantages and disadvantages of taking part, and the researcher's contact details. Potential participants must be informed that taking part in the study is voluntary. Participants will be given at least 24 hours to consider their invitation and it is stated in the information sheet they are under no obligation to participate; no incentives will be given to encourage potential participants to partake in the study (McIlfatrick et al. 2006 ). Once they agree to take part, the participants and the researcher will sign a consent form and a copy retained by each. Participants will be informed of their right to decline or withdraw from the interview at any point.
Justice
All participants will be informed of the procedures in the study that will help to protect their privacy during and after the research. A Participant Identification Number will be allocated to each participant, and all documentation will be numbered. Only the researcher will have access to the list that identifies the PIN of each participant. Pseudonyms will be used for verbatim quotations, and access to the raw data will be restricted to the researcher and the supervisory team. Data that are stored on a personal laptop will be doubly encrypted in terms of both the data and access to the laptop. At the end of the study, the tape recordings will be destroyed, and all paperwork generated will be kept securely for five years.
Despite the ethical procedures identified, it will be important to employ the Research Governance Framework and Research Ethics committee to handle ethical challenges that surpass the abilities of the research team. All interviews will be conducted in the KSA, and downloaded as voice files onto a personal, passwordprotected laptop. This laptop will be accompanied by the PhD candidate to QUB to complete the data analysis.
Validity and reliability/rigour
Lincoln & Guba (1985) proposed four essential criteria according to which the rigour of qualitative data may be scrutinised, namely credibility, transferability, dependability and confirmability. In this study, credibility will be strengthened via various steps: Firstly, during the analysis stage, transcripts will be reviewed by the supervisory team to validate the accuracy of the interpretations and to explore the degree of inter-rater reliability. Also, a random sample of ¼ of these translated transcripts (women, GPs and nurses) will be validated by a third party, who is also bilingual in Arabic and English, to confirm the transcriptions independently. Secondly, the researcher will reflect on their interpretation of the participants' answers, throughout the interviews, in an attempt to capture the meaning participants were hoping to convey. Thirdly, space triangulation which is the collection of data at more than one study site (Denzin 1989) will occur, as data concerning the same phenomenon will be collected across eight states in the Jizan region (Denzin 1989) . Finally, data triangulation will also occur by utilising multiple data sources (women, general practitioners and nurses) (Gerrish & Lacey 2010). Transferability of the results will be achieved through 'thick description' (Lincoln & Guba 1985) . This will entail the researcher providing explicit accounts of each step of this study and rich descriptions of the data from which the conclusions were drawn (Lincoln & Guba 1985) . The dependability and confirmability of this study will be achieved through the provision of a transparent audit trail (Lincoln & Guba 1985) .
DISCUSSION
By accessing international literature, we have research to help us to understand the enablers and barriers to breast health awareness and breast health education outside the Saudi culture. However, there is currently very limited information on Saudi culture and a paucity of information regarding rural Saudi culture. This study will contribute to the international body of literature concerned with breast health awareness. Fear, a lack of knowledge, a lack of information and motivational sources, embarrassment, misconceptions and the stigma of BC often hinder women from educating themselves about BC, its risk factors and early detection methods, as well as from performing BCS -all of which lead to a delay in seeking medical advice (Yakout et al. 2014 , Ravichandran et al. 2011 , Al-Shehri et al. 2011 , Habib et al. 2010 . HCPs are supposed to have accurate information and to play a crucial role in early BC detection and health promotion and education, but this is not the case with some HCPs in KSA, as they appear to be poor sources of health information (Yousuf et al. 2012 , Ravichandran et al. 2011 , Al-Amoudi et al. 2010 , Abdel Hadi, 2000 . Lack of training and communication skills, and cultural and social circumstances could hinder HCPs from performing BCS at their clinics (Saeedi et al. 2014 , Al-Foheid et al. 2013 . Poor breast health awareness among women, coupled with a lack of knowledge and interest on the part of HCPs in providing breast health education and performing BCS, results in BC cases presenting at an advanced stage in the KSA, which impacts negatively on prognosis (Al-Basri 2014, Al-Shehri et al. 2011 , Al-Amoudi et al. 2010 .
The KSA occupies a vast area, as well as having a high population density and cultural diversity, but only five regional oncology centres are available in KSA in the central regions (Al-Diab et al. 2013 , Al-Sayed et al. 2010 . This results in Saudi women in Jizan, undergoing a long referral process to reach a cancer centre, thus experiencing deterioration in their health status, or even death, before accessing cancer services (Al-Shehri et al. 2011 , Abdelhadi 2008 . At present, there are no national BC education and screening programmes in the KSA. There is no cancer centre or cancer services in the Jizan region. There is a very limited evidence base in the KSA regarding women's experiences of breast cancer, and very little primary care centre evidence from GPs and none from nurses in PHCCs settings where staff members have regular contact with women, even though they constitute the first step in educating women and understanding their experiences in the context of BC and early detection methods. GPs and nurses at PHCCs are also the primary point of contact for women in the KSA when they first detect a breast irregularity. All studies conducted in the KSA to date are quantitative in nature, and share a key limitation of using questionnaires that have not been validated. Therefore, it is difficult to draw conclusive evidence from previous studies. Furthermore, there have not been indepth explorations in relation to this topic. No qualitative evidence can be found to explore the factors important to women and HCPs in relation to breast health awareness or to BC early detection methods, such as BSE, CBE and mammograms in KSA. Thus, this novel research will be the first exploration aimed at understanding women's and HCPs' experiences and perspectives of breast health awareness, the early diagnosis of BC, and its early detection methods from their points of view. Culturally sensitive health education messages, such as BCS practice, should be tailored to fulfil the knowledge gap among all population groups in the KSA. This may have a positive impact on how women experience their breast health and BC early detection methods, as well as how they interpret its meaning for their male family members, as they play an essential part in female health. Appropriate breast health education, via establishing good communication and a trusting relationship between HCPs and women in clinical settings in the KSA, can help women and their relatives to raise their breast health awareness and to accept attendance at BCS if national BCS programmes are developed; thus, they will receive optimal health care services, in addition to following a healthy lifestyle and breast health behaviour. The study is also likely to reveal the role of males in their female relatives' health, a cultural perspective not previously investigated in this population group.
Limitations of study
We perceived some a few limitations. Firstly, we are restricted by the confines of time, and as only Arabic-literate participants will be eligible to take part, this will limit the diversity of perspectives explored. Finally, it is also recognised that the current conflict zones between the Saudi government and Yemen restricts access to all statesin the Jizan region reducing generalisability of findings.
CONCLUSION
Currently, no qualitative research can be found which explores breast health awareness and BC early detection methods in the KSA. While we understand the enablers and barriers to breast health awareness in terms of policy and practices outside of Saudi culture within the KSA, particularly in rural populations such as Jizan, little is known. The findings of this study will contribute to an international knowledge base. We cannot compare the international knowledge base of breast health awareness and BC early detection methods to a Saudi knowledge base in relation to this topic because Saudi cultural roles and customs as well as the Saudi health care system differs to other parts of the world, particularly the West where most research has been produced. Thus, this novel research is the first exploration aimed at understanding women's and HCPs' experiences and perspectives of breast health awareness, and the early diagnosis of BC and detection methodsin KSA. The study is also likely to highlight social customs which create barriers to adequate breast health in the KSA and Arab world. It has implications for Saudi women and HCPs living in or outside KSA as well as for Arab women and health care providers across the world 
